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Care	NHS	Trust).	This	 thesis	 is	my	own	work	apart	 from	the	collaborations	already	















a	diagnosis	and	 those	close	 to	 them.	Experiences	of	diagnosis	and	any	subsequent	









with	 a	 diagnosis	 of	 Bipolar	 Disorder.	 Interpretative	 Phenomenological	 Analysis	 is	
utilised	to	understand	men’s	lived	experiences.	One	theme	identifies	the	battles	men	





































focus	 on	 the	 experiences	 of	 partners	 of	 men	 with	 a	 diagnosis	 of	 PCA	 and	 any	
subsequent	treatment.	An	electronic	database	search	involving	PsychINFO,	CINAHL,	
Medline	and	Web	of	Science	was	conducted.	Twenty-two	studies	were	identified	that	















































advanced	 PCA;	 however,	 this	 is	 more	 limited	 for	 metastatic	 cancer	 where	 the	
treatment	aim	is	to	manage	symptoms	through	contact	with	palliative	care	teams	and	
to	provide	information	and	support	(NICE,	2014).	Clinical	guidelines	for	localised	PCA	
specify	 that	 treatment	 options	 include	 active	 surveillance,	 radical	 prostatectomy,	
radical	 radiotherapy,	hormone	 therapy,	brachytherapy	(a	 type	of	 radiation	 therapy	
where	 radioactive	 seeds	 are	 implanted	 in	 the	 prostate)	 or	watchful	waiting	 (NICE,	
2014).	 For	 locally	 advanced	 PCA,	 treatments	 offered	 may	 include	 radiotherapy,	
hormone	therapy	or	watchful	waiting	(Prostate	Cancer	UK,	2014).	Hormone	therapy	







considered	 prior	 to	 engagement	 in	 treatment	 (NICE,	 2014).	 Other	 side	 effects	
reported	by	men	on	hormone	therapy	 include	hot	 flushes	and	 fatigue	 (Ervik	et	al.,	





and	 economic	 experiences	 of	 cancer	 from	 being	 diagnosed,	 through	 possible	
treatment,	until	end	of	life	(Goonewardene	et	al.,	2015).	For	men	adjusting	to	life	after	
treatment,	significant	deterioration	has	been	shown	in	relation	to	social	and	leisure	




but	 also	 on	 his	masculinity	 (Ervik	 et	 al.,	 2010).	 Sexuality	 is	 considered	 to	 have	 an	
important	role	in	good	quality	of	life	(QOL)	(Dahn	et	al.,	2004;	Katz	et	al.,	2007)	and	
sexual	 performance	 is	 closely	 linked	 with	 the	 hegemonic	 understanding	 of	
masculinity,	which	provides	a	template	for	how	men	are	expected	to	be	(Gray	et	al.,	
2002;	Wall	&	Kristjanson,	2005).	Further	to	this,	some	men	have	been	shown	to	avoid	
discussions	or	disclosure	of	 their	 PCA	 to	people	other	 than	 their	 spouse	and	were	
uneasy	with	the	notion	of	needing	support,	especially	emotional	support	(Gray	et	al.,	
2000).	Some	men	did	not	want	to	appear	vulnerable	as	a	result	of	their	illness,	as	it	
















unmet	 needs	 (Sharpe	 et	 al.,	 2005).	 Further	 to	 this,	 caregiver	 burden	 and	 poorer	
caregiver	 health	 are	 often	 associated	with	 carers	 reporting	 a	 high	 level	 of	 patient	
unmet	needs	(Sharpe	et	al.,	2005).	
Caregivers	 of	 PCA	 patients	 have	 shown	 difficulties	with	 the	 strain	 associated	with	
fulfilling	a	caring	role	and	the	negative	effects	on	their	own	well-being	due	to	multiple	
role	responsibilities	between	family	and	work	(Harden,	2005).	Spouses	often	fulfil	the	
role	of	 caregiver	and	experience	distress	 in	 relation	 to	 their	 caregiving	 roles	which	
spans	through	cancer	diagnosis,	treatment	and	beyond	(Resendes	&	McCorkle,	2006).	




therapy	or	brachytherapy	 (Harden	et	al.,	2013).	Further	 to	 this,	 spouses	who	were	
younger	than	sixty-five	years	old	had	a	more	negative	view	of	care-giving,	had	lower	























The	 impact	 of	 treatment	 related	 changes	 such	 as	 urinary	 incontinence	 and	 sexual	
impotence	may	strain	the	relationship	between	partners	resulting	in	a	need	to	explore	
new	ways	to	be	sexually	intimate	(Harden,	2005).	Intimacy	needs	in	older	adults	with	






and	pleasure	 (Ussher	et	 al.,	 2016).	However,	other	male	partners	within	 the	 same	
study	reported	ways	to	renegotiate	sexual	 intimacy	by	focusing	on	non-penetrative	
sex,	 cuddling	 and	 stroking,	 which	 for	 some	 partners	 made	 the	 sexual	 connection	
stronger	(Ussher	et	al.,	2016).	
Where	there	is	open	communication	surrounding	the	potential	impact	of	PCA,	a	man	
and	 his	 partner	 cope	more	 effectively	with	 the	 stressors	 associated	with	 PCA	 and	
subsequent	treatment	(Jones	et	al.,	2008).	This	can	be	more	difficult	where	couples	
feel	unable	 to	discuss	 sexual	 functioning	or	 intimacy.	 In	one	 study	 looking	at	male	




preparation	and	planning	 involved	as	 a	 result	 of	 sexual	dysfunction.	Male	patients	
within	the	same	study	found	it	hard	to	depend	on	others,	although	valued	their	wives	
support,	they	described	difficulties	with	communication	with	their	partners.	Men	and	
their	 partners	 agreed	 there	was	 a	 need	 for	more	 information	 focusing	 on	 how	 to	
manage	the	impact	of	PCA	as	a	couple.	However,	they	showed	differences	in	the	way	
they	wanted	to	receive	this	information,	with	partners	preferring	support	groups	and	
male	 patients	 preferring	 reading	 materials	 (Sanders	 et	 al.,	 2006).	 Facilitation	 of	
communication	 between	 partners	 by	 healthcare	 providers	 is	 crucial	 to	 assess	 and	
affirm	 sexuality	 and	 intimacy	 needs,	 especially	where	 partners	may	 have	 different	
	 8	
preferences	in	terms	of	the	information	needed	(Sanders	et	al.,	2006).	It	is	highlighted	












(Wootten	 et	 al.,	 2014).	 Further	 to	 this,	 educational,	 psycho-educational,	 and	 skill	
building	 strategies	 are	 usually	 aimed	 at	 the	 couple	 (Resendes	 &	McCorkle,	 2006).	
Psycho-education	includes	topics	such	as	medication,	nutrition,	stress,	coping,	social	
support,	 survivorship,	 marital	 communication	 (Manne	 et	 al.,	 2004),	 behavioural	
strategies	for	sexual	intimacy	(Hampton	et	al.,	2013),	symptom	management,	family	
involvement,	 optimism	 and	 uncertainty	 reduction	 (Northouse	 et	 al.,	 2007).	
Psychosocial	interventions	often	focus	on	the	man	with	PCA	even	if	they	are	designed	



















the	 patient.	 This	 is	 particularly	 relevant	 where	 partners	 are	 considered	 to	 be	










• developmental	 life	 stages	and	couples	experiences	 (developmental	age	and	
disease	specific	issues,	quality	of	life	and	adapting;	Harden	et	al,	2005),	

















and	 subsequently	 expected	 to	 fulfil	 a	 new	 role	 of	 caregiver.	 This	 has	 life	 changing	







man	with	PCA.	Much	of	 the	 research	 into	PCA	has	 focused	on	 the	patient	and	 the	
partner	as	a	couple	and	little	research	has	focused	exclusively	on	the	experience	of	




review	 is	 to	gain	an	 in-depth	understanding	of	 the	experiences	of	partners	of	men	
receiving	 a	 diagnosis	 of	 PCA	 and	 any	 treatment	 offered.	 Partners	 include	married	
couples,	cohabiting	couples	or	those	in	a	civil	partnership	such	as	wives,	spouses,	male	
partners	and	husbands.	Experiences	of	partners	will	include	aspects	such	as	how	the	




















Web	 of	 Science.	 No	 date	 restriction	 was	 used.	 Search	 terms	 were	 chosen	 by	

























Concept	 	 Search	Terms	 	 	 Additional	Variations	
	
Cancer		 	 cancer*	 	 	 neoplasm*,	tumo?r,	malignan*,





























































































































In	 order	 to	 interpret	 the	 quality	 of	 the	 22	 papers	 identified	 for	 inclusion,	 an	














































































mean	of	 31	 (85%).	 The	 assessment	 highlighted	 that	 studies	 varied	 in	 their	 quality,	
however	all	studies	were	above	18	(the	mid-point	cut	off)	and	thus	included	within	
the	review	(Caldwell,	Henshaw	&	Taylor,	2005).	The	22	studies	all	provided	a	clear	








al.,	 2010;	 Tanner	 et	 al.,	 2011;	Wootten	 et	 al.,	 2014).	 However,	 nine	 studies	 used	
purposive	 sampling	 (Butler	 et	 al.,	 2000;	 Harden	 et	 al.,	 2002;	 Ka’opua	 et	 al.,	 2005;	
Ka’opua	et	al.,	2007;	McCaughan	et	al.,	2015;	O’Callaghan	et	al.,	2014;	Petry	et	al.,	
2004;	 Rossen	 et	 al.,	 2016;	 Sinfield	 et	 al.,	 2007),	 while	 the	 remaining	 two	 utilised	

















All	 studies	 described	 the	 method	 of	 data	 collection.	 Fifteen	 of	 the	 studies	 used	
interviews	(Bruun	et	al.,	2011;	Butler	et	al.,	2000;	Ervik	et	al.,	2012;	Gray	et	al.,	1999;	
Gray	et	al.,	2000;	Ka’opua	et	al.,	2005;	Ka’opua	et	al.,	2007;	Lavery	&	Clarke,	1999;	




study	 used	 narrative	 data	 (Tanner	 et	 al.,	 2011).	 The	method	 of	 data	 analysis	 was	
harder	 to	 determine	 as	 even	 though	 the	 type	 of	 data	 analysis	was	 stated	 in	most	
studies,	there	was	limited	explanation	of	the	exact	procedures:		
• six	studies	stated	the	use	of	grounded	theory	(Boehmer	&	Clark,	2001;	Gray	et	
al.,	 2000;	Maliski	 et	 al.,	 2002;	 O’Callaghan	 et	 al.,	 2014;	 Petry	 et	 al.,	 2004;	
Rossen	et	al.,	2016),		
• three	 used	 content	 analysis	 (Butler	 et	 al.,	 2000;	 McCaughan	 et	 al.,	 2015;	
Tanner	et	al.,	2011),		















however	one	 focused	on	adaptive	processes	 to	 long-term	prostate	 cancer	and	 the	
other	 focused	 on	 spiritually	 based	 resources	 in	 coping	 and	 adapting	 to	 prostate	


































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































each	 other	 (Britten	 et	 al.,	 2002).	 Studies	 related	 to	 each	 other	 by	 being	 directly	




















































as	 well	 as	 feelings	 of	 emotional	 turmoil	 and	 devastation	 (Butler	 et	 al.,	 2000)	 or	




Tanner	 et	 al.,	 2011;	Wootten	 et	 al.,	 2014).	 A	 number	 of	 sources	 of	 anxiety	 were	
highlighted.	These	included	the	illness	itself	(Ervik	et	al.,	2012),	how	the	partner	would	
deal	with	 it	 (Ervik	 et	 al.,	 2012;	Maliski	 et	 al.	 2002;	Wootten	 et	 al.,	 2014),	 disease	
progression	(Rossen	et	al.,	2016)	and	the	potential	future	loss	of	their	partner	(Ervik	
et	al.,	2012;	Harden	et	al.,	2002;	Street	et	al.,	2009).	Fears	revolved	around	death,	pain	




were	 grateful	 that	 their	 husband	 could	 receive	 medical	 treatment	 (Tanner	 et	 al.,	
2011),	 showing	 variance	 in	 the	 emotions	 experienced.	 One	 good	 quality	 study	







































more	 involved	 in	 the	 decision	making	 process	 (Lavery	&	 Clarke,	 1999)	 and	 helped	
when	there	were	opposing	choices	(Harden	et	al.,	2002).	Partners	expected	physicians	
and	 urologists	 to	 give	 balanced	 information	 on	 PCA	 including	 both	 positive	 and	
negative	 aspects,	 in	 order	 to	 feel	 prepared	 for	 what	 could	 happen	 (Evertsen	 &	





















emotions	 (Tanner	 et	 al.,	 2011;	 Wootten	 et	 al.,	 2014).	 In	 some	 studies,	 this	 was	
reported	as	a	sense	of	duty	to	support	their	partner	and	the	family	(Bruun	et	al.,	2011;	
Ervik	et	al.,	2012)	or	due	to	having	a	role	of	responsibility	to	maintain	the	management	




or	 their	 partner’s	 treatment	 decisions	 (Maliski	 et	 al.,	 2002).	 Partners	 took	 a	
philosophical	 stance	even	 though	 they	were	 finding	 it	hard	 to	adapt	 to	 changes	 in	





out	 (Wootten	 et	 al.,	 2014).	 On	 the	 other	 hand,	 studies	 showed	 how	 partners	
recognised	the	need	to	tend	to	their	own	needs	in	order	to	be	strong	for	their	male	
partners	 (Maliski	et	al.,	2002)	and	described	striving	to	balance	regular	activities	 in	

















involved	 an	 opportunity	 for	 partners	 to	 discuss	 their	 struggles	 (Gray	 et	 al.,	 2000).	
Conversely,	 some	 papers	 described	 how	 partners	 had	 been	 “relegated	 to	 the	
sidelines”	(Ervik	et	al.,	2012	p.	5)	by	family,	friends	and	healthcare	professionals	as	the	
focus	was	on	their	partner	which	left	them	feeling	alone	(Petry	et	al.,	2004)	or	that	










active	 part	 within	 the	 group	 (McCaughan	 et	 al.,	 2015).	 This	 highlights	 that	 the	












contrast	 to	 this,	 in	 a	 high	 quality	 study	where	 the	 findings	were	more	 robust,	 the	














































impacted	 on	 the	 relationship.	 Physical	 limitations	 of	 their	 partner’s	 illness	 caused	
changes	to	relationships	due	to	travelling	and	socialising	being	more	difficult	(Tanner	




















study,	 women	 took	 on	 the	 role	 of	 communicating	 for	 their	 husband	 (Evertsen	 &	
Wolkenstein,	2010),	whereas	in	a	study	of	lower	quality,	open	communication	about	
difficulties	between	the	couple	was	avoided	(Lavery	&	Clarke,	1999).	 In	contrast	to	
this,	 partners	who	 had	 engaged	 in	 a	 behavioural	 lifestyle	 intervention	 felt	 able	 to	
communicate	with	their	husbands	(Rossen	et	al.,	2016).	Similarly,	in	a	study	of	good	
quality,	 partners	 felt	 that	 communication	 improved	 after	 attending	 a	 psychosocial	






Ka’opua	 et	 al.,	 2007),	 incontinence	 (Ka’opua	 et	 al.,	 2007),	 sexual	 dysfunction	
		 45	
(Boehmer	&	Clark,	 2001;	 Ervik	 et	 al.,	 2012;	Gray	 et	 al.,	 2000;	Harden	 et	 al.,	 2002;	
O’Shaughnessy	et	al.,	2013),	or	more	generally	changes	to	sexual	functioning	(Butler	
et	al.,	2000;	Evertsen	&	Wolkenstein,	2010;	Tanner	et	al.,	2011;	Wootten	et	al.,	2014).	











(Ervik	 et	 al.,	 2012)	 resulting	 in	 feeling	 further	 apart	 (Tanner	 et	 al.,	 2011).	 Studies	
showed	 how	 at	 times	 women	 reported	 feeling	 distressed	 (Harden	 et	 al.,	 2002),	




wishes	 (Street	et	al.,	2009)	 in	order	 to	accommodate	 the	difficulties.	Nevertheless,	
women	expressed	that	having	their	husband	healthy	and	alive	was	most	 important	
(Petry	 et	 al.,	 2004)	 and	 if	 given	 the	 option	 between	 having	 sexual	 relations	 or	












et	 al.,	 2011)	 and	 in	 others	 partners	 became	 the	 sole	 emotional	 support	 for	 their	
partner	 (Evertsen	 &	 Wolkenstein,	 2010).	 Partners	 showed	 support	 through	 the	
decision-making	 process	 in	 order	 to	 preserve	 the	man’s	 self-respect	 (Street	 et	 al.,	
2009).	 There	 was	 a	 need	 to	 provide	 reassurance	 (O’Callaghan	 et	 al.,	 2014)	 that	
treatment	 effects	would	 not	 impact	 on	 the	 relationship	 (Petry	 et	 al.,	 2004)	 or	 the	
amount	 of	 love	 for	 their	 partner	 (Ervik	 et	 al.,	 2012),	 specifically	 in	 relation	 to	 the	
possible	loss	of	erectile	function	(Gray	et	al.,	2000).	Women	were	reported	to	build	
their	husband’s	self	esteem	and	morale	by	reassuring	them	that	masculinity	was	not	




space	 to	 listen	 to	 their	 husband’s	 fears	 (Ervik	 et	 al.,	 2012)	 and	 provided	
encouragement	 to	 seek	medical	 support	with	 symptoms	 (Sinfield	 et	 al.	 2008)	 and	
		 47	
encouragement	to	take	medication,	do	exercises	and	be	patient	(Petry	et	al.,	2004).	
Sometimes	 providing	 emotional	 support	 was	 found	 to	 be	 difficult,	 however	
motivation	to	learn	more	about	their	husband’s	illness	helped	women	do	this	(Ka’opua	









et	 al.,	 2004).	 Other	 practical	 elements	 included	 giving	 opinions	 and	 discussing	


















2016).	Having	a	 religious	 faith	was	 important	 (Bruun	et	 al.,	 2011;	 Lavery	&	Clarke,	
1999)	as	were	spiritual	and	cultural	values	(Ka’opua	et	al.,	2005;	Ka’opua	et	al.,	2007)	


















life	 as	 well	 as	 the	 support	 needed	 from	 family	 (Bruun	 et	 al.,	 2011).	 The	 need	 for	
partners	 to	 be	 able	 to	 focus	on	 their	 own	 feelings	 and	experiences	 outside	of	 the	
family	was	also	important	and	therefore	talking	to	other	partners	in	support	groups	
was	 found	 to	 be	 particularly	 useful	 (Ervik	 et	 al.,	 2012).	 One	 of	 the	 better	 quality	
studies,	 with	 more	 robust	 findings,	 reported	 how	 partners	 made	 sense	 of	 the	








within	 the	 QA,	 it	 is	 important	 to	 consider	 the	 areas	 in	 which	 the	 papers	 lacked	












Within	 this	 review,	 the	 themes	were	 synthesised	 from	 the	 findings	 of	 papers	 that	
focused	exclusively	on	the	partner	and	papers	that	incorporated	partners	AND	men	
with	PCA.	This	means	that	some	of	the	data	synthesised	within	this	review	could	have	


































































PCA	 reported	 the	 findings	 as	 integrated	 themes,	whereas	other	papers	 reported	a	































































only	a	 small	 section	on	 the	qualitative	part	of	 the	 study	which	was	predominantly	
related	 to	 the	 male	 patient’s	 experience	 rather	 than	 that	 of	 the	 partner	
(O’Shaughnessy	et	al.,	2013)	which	meant	it	was	difficult	to	include	in	the	synthesis	
due	 to	 a	 lack	 of	 description.	 This	 same	 study	 also	 neglected	 to	 report	 the	 exact	










This	 review	 aimed	 to	 synthesise	 the	 experiences	 of	 partners	 of	 men	 receiving	 a	
diagnosis	of	PCA	and	any	treatment	offered.	Particular	consideration	was	paid	to	the	






is	 diagnosed	 with	 PCA.	 Distress	 is	 not	 only	 shown	 in	 relation	 to	 the	 emotions	
surrounding	diagnosis	but	also	with	the	adjustment	to	their	relationship	and	the	long-
lasting	impact	of	the	results	of	treatment.	Existing	literature	highlights	how	levels	of	






also	had	 to	 attend	 to	 the	practical	 care	of	 their	 partner,	 their	 partner’s	 emotional	
adjustment	to	diagnosis,	family	members’	emotional	and	practical	needs,	as	well	as	
taking	 on	 board	 extra	 responsibilities	within	 the	 household.	 This	was	 often	 at	 the	
detriment	of	responding	to	their	own	needs	and	being	able	to	continue	with	social,	




partners	 with	 a	 high	 sense	 of	 coherence	 (measured	 as	 comprehensibility,	
manageability	and	meaningfulness)	were	shown	to	have	better	overall	adaptation	and	
psychological	well-being.	Further	to	this,	family	resources	were	not	utilised	until	after	
treatment	 was	 completed	 and	 the	 situation	 was	 more	 stable.	 This	 could	 help	 to	





as	 losing	 the	 intimacy	 of	 a	 sexual	 relationship.	 According	 to	 the	 bio-psycho-social	
model	of	sexuality,	it	is	not	just	the	physical	impairment	of	erectile	dysfunction	that	is	
an	issue	in	the	sexual	relationship	(Beck,	2009)	but	also	urinary	incontinence	which	





continue	after	 treatment	 through	 the	use	of	assistive	aids	 rather	 than	a	change	 to	
sexual	practices	 (Boehmer	&	Babayan,	2004),	 then	 the	psychosocial	 impact	of	PCA	











2006;	 Wootten	 et	 al.,	 2014)	 where	 there	 is	 a	 need	 for	 tailored	 information	 at	
appropriate	times	of	the	care	pathways	to	understand	diagnosis,	treatment	options	
and	 the	 support	 available	 (Sinfield	 et	 al.,	 2009).	 Strategies	 and	 interventions	 for	
partners	living	with	PCA	have	included	educational,	psycho-educational,	support	and	
skill	building	strategies	(Resendes	&	McCorkle,	2006).	However,	where	interventions	




















review.	 This	 could	 have	 led	 to	 publication	 bias	 as	 it	 may	 not	 be	 an	 accurate	
representation	of	 the	research	conducted	on	 this	 topic	area	 (Ferguson	&	Brannick,	
2012).	A	 further	 limitation	of	 this	 review	 is	 that	papers	of	partners	and	patients	of	
prostate	 cancer	 were	 included	 due	 to	 the	 limited	 amount	 of	 papers	 available	 on	
partners	alone.	As	there	was	not	a	big	source	of	knowledge	to	compile,	it	was	decided	








to	 changes	 associated	 with	 diagnosis	 and	 treatment	 of	 PCA.	 There	 is	 a	 need	 for	
partners	 to	be	 included	 in	hospital	and	medical	appointments,	not	only	 to	support	









the	 partner	 with	 PCA	 may	 also	 be	 useful	 to	 aid	 difficulties	 in	 communication	
surrounding	diagnosis	or	treatment	of	PCA,	especially	involving	issues	such	as	sexual	
intimacy.	 Previous	 interventions	 focusing	 on	 sexual	 intimacy	 have	 taken	 either	
psycho-educational	or	cognitive	behavioural	approaches	(Wootten	et	al.,	2014).	Social	
support	opportunities	may	also	provide	relief	to	partners	as	an	opportunity	to	discuss	
their	 situation	with	other	partners	of	men	with	PCA	who	are	 in	 a	 similar	 position.	
Health	care	professionals	need	to	be	aware	of	the	needs	of	partners	of	men	with	PCA	
and	where	 there	 are	 high	 levels	 of	 distress	 it	may	 be	 necessary	 to	meet	with	 the	
partner	alone,	especially	if	the	partner	does	not	feel	able	to	discuss	their	difficulties	in	
front	 of	 the	 man	 with	 PCA.	 The	 potential	 implications	 of	 treatment	 need	 to	 be	
explicitly	 discussed	 with	 partners	 and	 men	 with	 PCA	 especially	 in	 relation	 to	 the	




A	 number	 of	 future	 research	 areas	 are	 identified	 in	 order	 to	 build	 on	 the	 current	
paper.	 Firstly,	 further	 research	 which	 focuses	 exclusively	 on	 the	 experiences	 of	
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partners.	 Partners	may	 have	wanted	 to	 protect	 their	 partner	with	 PCA	 from	 their	
struggles	 with	 the	 caring	 role.	 	 Secondly,	 more	 research	 to	 further	 identify	 the	
experiences	of	same	sex	partners	with	PCA	is	suggested	due	to	the	limited	amount	of	
research	papers	 focusing	on	 this.	 Thirdly,	 it	 could	aid	 the	evidence	base	 to	have	a	
specific	understanding	of	how	each	part	of	 the	 cancer	 journey	may	 impact	on	 the	
partner.	 Therefore,	 further	 research	 to	 focus	 on	 each	 individual	 area	 including	
diagnosis,	decision	making	for	treatment,	treatment	and	survivorship.	Further	to	this,	
specific	 research	 focusing	 on	 partners’	 experiences	 in	 relation	 to	 specific	 stage	 of	





















the	 intimate	 relationship	were	 identified,	 specifically	 in	 relation	 to	 communication	
and	 sexual	 intimacy	 following	 treatment.	 Further	 support	 from	 professionals	 was	
identified	in	order	to	provide	emotional	support,	inclusion	in	medical	appointments	
and	opportunities	for	partners	to	receive	information	for	caring	with	someone	with	
PCA.	 Further	 to	 this,	 interventions	 that	 promote	 communication	 within	 the	
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included	 medication,	 however	 more	 recently	 a	 patient-centred,	 individualised	
approach	has	been	introduced	focusing	on	patient	experience.	Men	have	been	shown	
to	 experience	 BD	 differently	 to	 woman	 and	 have	 been	 underrepresented	 within	
existing	literature.	This	qualitative	study	explored	the	lived	experience	of	7	men	with	




just	 me	 then”.	 Men	 struggled	 to	 acknowledge	 their	 difficulties	 due	 to	 the	 stigma	
surrounding	 help-seeking	 and	 receiving	 a	mental	 health	 diagnosis.	 Further	 to	 this,	
there	was	a	need	to	conform	to	masculine	stereotypes	to	prevent	being	perceived	as	
weak.	 Experiences	 of	 medication	 did	 not	 fit	 with	 men’s	 expectations	 of	 medical	




















DSM-5	 (American	 Psychiatric	 Association	 [APA],	 2013)	 where	 the	 criteria	 for	 a	
diagnosis	 of	 BD	 include	 episodes	 of	 either	mania	 or	 hypomania	 as	well	 as	 clinical	




“a	 distinct	 period	 of	 abnormally	 and	 persistently	 elevated,	 expansive	 or	
irritable	 mood	 and	 abnormally	 and	 persistently	 increased	 goal-directed	









major	 depressive	 episode	 has	 been	 experienced	 (APA,	 2013).	 It	 is	 estimated	 that	
people	with	Bipolar	Disorder	are	15	times	more	likely	than	the	general	population	to	
be	at	 risk	of	suicide	 (APA,	2013)	and	that	15-19%	of	 them	will	 successfully	commit	
suicide	(Abreu	et	al.	2009).	BP	is	considered	a	chronic	and	disabling	condition	due	to	
the	impact	it	has	on	an	individual’s	everyday	life	functioning	(Inder	et	al.,	2011)	and	





abnormalities,	which	 in	 turn	can	 therefore	be	 treated	by	bio-medical	 interventions	
(Moncrieff,	2007).	Treatment	for	BD	has	primarily	included	psychotropic	medication	




multinational	 study	 (Vieta	 et	 al.,	 2013).	 Treatment	 adherence	 to	 medication	 is	 a	
serious	issue	with	only	a	quarter	of	patients	being	reported	as	adhering	to	treatment	
(Barraco	 et	 al.,	 2010).	 Non-adherence	 has	 been	 linked	 to	 alcohol	 consumption,	
negative	attitudes	towards	medication,	symptom	severity	and	younger	age	at	start	of	
treatment	(Barraco	et	al.,	2010).		
Rates	 of	 relapse	 are	 significantly	 reduced	 when	 there	 is	 adjunctive	 psychological	
treatment	 alongside	 standard	 psychiatric	 care	 (Scott	 et	 al.,	 2007),	 highlighting	 the	




health	 monitoring	 (NICE,	 2014).	 Effective	 psychological	 treatments	 are	 shown	 to	
include	 cognitive	 behavioural	 therapy,	 psycho-education,	 interpersonal	 and	 social	
rhythm	therapy,	and	family	interventions,	however	these	vary	in	efficacy	depending	
on	the	characteristics	of	the	individual	and	the	course	of	their	illness	(Reinares,	2014).		
NICE	 (2015)	 recommends	 an	 individualised	 approach	 to	 care	 that	 is	 tailored	 to	




service	 users’	 experiences	 of	 receiving	 a	 diagnosis	 (Proudfoot	 et	 al.,	 2009)	 and	
subsequent	 treatment	 experiences,	 information	 can	 be	 gathered	 to	 support	 the	
development	of	mental	health	services	 (DCP,	2010).	Further	 to	 this,	by	 recognising	
service	users’	expertise	and	knowledge	of	their	own	experience	of	illness,	as	well	as	
their	values	and	preferences	(Kings	Fund,	2014),	clinicians	can	encourage	patients	to	
be	experts	 of	 their	 own	experience	 (DCP,	 2010)	 and	empower	 them	 to	 take	more	
control	and	responsibility	 for	 their	own	health	 (Kings	Fund,	2014).	Enabling	service	
users	to	take	an	active	role	in	decision	making	surrounding	their	own	mental	health	
treatment,	 facilitates	 self-management	 approaches	 (DCP,	 2010),	 and	 helps	 to	
readdress	the	balance	of	power	to	the	 individual	 (Kings	Fund,	2014).	 In	addition	to	









centeredness	 and	 shared-decision	 making	 within	 treatment	 decisions	 (Storm	 &	
Edwards,	2013).	Recovery	emphasises	health,	strengths	and	wellness	as	opposed	to	
focusing	 solely	 on	 pathology,	 illness	 and	 symptoms	which	 are	 predominant	 in	 the	
medical	model	(Davidson,	2005;	Shepherd,	Boardman	&	Slade,	2008).	Within	mental	
health,	the	recovery	model	emphasises	control	as	being	given	to	the	individual	rather	
than	 professionals,	 as	 well	 as	 collaborative	 care	 between	 providers	 and	 the	
involvement	of	families	in	the	treatment	and	recovery	(Duncan,	Best	&	Hagen,	2010).	
Further	to	this,	recovery	has	been	viewed	as	a	consumer	movement	where	emphasis	
is	 placed	 on	 social	 inclusion	 and	 participation	 within	 the	 community	 for	 people	
suffering	from	mental	health	disorders	(Storm	&	Edwards,	2013).	Recovery	therefore	












and	women.	Specifically,	women	are	more	 likely	 to	experience	mixed	 states,	 rapid	
cycling,	 comorbidity	 with	 eating	 disorders	 (APA,	 2013)	 and	 a	 predominance	 of	
depression	(Nivoli	et	al.,	2011;	Azorin	et	al.,	2013).	In	contrast,	for	men	mania	is	more	





















Qualitative	 studies	 focusing	 on	 people’s	 experiences	 of	 BD	 have	 concentrated	 on	
diagnosis	 (Inder	 et	 al.,	 2010;	 Proudfoot	 et	 al.,	 2009),	 sense	 of	 self	 and	 identity	





Russell	 and	 Moss	 (2013)	 conducted	 a	 meta-study	 which	 reviewed	 the	 current	
literature	of	qualitative	studies	focusing	on	the	experiences	of	‘having	a	diagnosis’	or	
‘symptoms’	for	people	diagnosed	with	BD.	This	study	reported	9	themes:	‘struggles	
with	 identity’,	 ‘loss	 of	 control’,	 ‘disruption,	 uncertainty	 and	 instability’,	 ‘negative	
impact	of	 symptoms	across	 life	and	 the	experience	of	 loss’,	 ‘negative	view	of	 self’,	
‘positive	or	desirable	aspects	of	mania’,	 ‘struggling	with	 the	meaning	of	diagnosis’,	



















Chapman	(2002)	 12	 25%	 22-62	 41	(median)	
Crowe	et	al.	(2012)	 21	 24%	 22-71	 40.7	
Inder	et	al.	(2008)	 15	 20%	 15-35	 26.4	
Inder	et	al.	(2011)	 2	 0%	 15-31	 23	
Michalak	et	al.	
(2006)	
35	 36%	 21-68	 43	
Michalak	et	al.	
(2011)	
32	 37.5%	 unknown	 41.1	
Mansell	et	al.	
(2010)	
13	 31%	 32-61	 50.5	
Pollack	&	Aponte	
(2001)	
15	 46%	 21-52	 35.3	
Proudfoot	et	al.	
(2009)	
26	 46%	 18-59	 unknown	
Rusner	et	al.	(2009)	 10	 40%	 30-61	 unknown	
Russell	&	Browne	
(2005)	
100	 37%	 18-83	 (86%	over	30)	









shown	 to	 be	 less	 likely	 to	 seek	 help	 from	 services	 and	professionals	 than	women,	
learning	more	about	men’s	experiences	of	BD	would	be	highly	valuable.	This	would	






meaning	 and	 sense-making	 of	 receiving	 a	 diagnosis	 of	 BD	 for	 men	 to	 be	 further	
understood	 and	 examined	 (Smith,	 Flowers	 and	 Larkin,	 2009).	 Further	 to	 this,	 by	
focusing	 on	 the	 detailed	 examination	 of	 an	 individual’s	 life-world,	 personal	
perceptions	 and	 meanings	 of	 an	 event	 can	 be	 explored	 (Smith,	 2003).	 More	
specifically,	 this	 study	 will	 explore	 how	 individuals	 made	 sense	 of	 their	 personal	
experiences	before	and	after	receiving	a	diagnosis	of	BD,	including	any	support	and/	


























experience,	 while	 hermeneutics	 involves	 the	 focus	 of	 the	 interpretation	 of	 this	
experience.	 Aspects	 of	 ideography	 are	 adopted	 through	 gaining	 an	 in	 depth	




The	 researcher	 approached	 this	 study	 from	 the	 epistemological	 position	 of	 social	
constructionism,	in	which	it	is	assumed	that	knowledge,	understanding	and	reality	of	
the	world	is	constructed	between	people	(Gergen,	1999).	Further	to	this,	experiences	
are	 based	 in	 time	 and	 context,	 and	 considered	 unique	 to	 an	 individual	 (Berger	 &	
Luckmann,	1966).	Due	 to	 the	phenomenological	elements	of	 IPA,	 the	 researcher	 is	
involved	 in	making	 sense	 of	 how	 a	 participant	makes	 sense	 of	 an	 experience	 and	
therefore	the	researcher	is	required	to	make	interpretations	(Smith	et	al.,	2009).	It	is	
important	 for	 the	 researcher	 to	 recognise	 their	own	assumptions,	 judgements	and	
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The	 researcher	was	employed	as	 a	 Trainee	Clinical	 Psychologist	 at	 the	 time	of	 the	
interviews	working	within	a	physical	health	and	palliative	care	setting	predominantly	
using	an	Acceptance	and	Commitment	Therapy	 (ACT)	approach	 (Harris,	2009).	 The	



















Guidance	 from	 the	 British	 Psychological	 Society	 Code	 for	 Human	 Research	 Ethics	
(2010)	was	adhered	to	when	designing	and	conducting	this	research.	Ethical	approval	






















































Participant			Age			Marital		 Employment		 			Age	at												BD	 	 	Time	since	
status	 status	 	 			Diagnosis		 Diagnosis	 	Diagnosis												
1	 											25					Single	 Unemployed	 					24	 	 Type	I	 	 		1	year	
2	 											41					Married	 Employed	 					21	 	 Type	II	 	 		20	years	
3	 											42					Single	 Self	employed						40	 	 Type	II	 	 		2	years	
4	 											36					Single	 Employed	 					32	 	 Type	II	 	 		4	years	
5	 											38					Single	 Employed	 					19	 	 Type	I	 	 		19	years	
6	 											21					Single	 Unemployed	 					19						Type	I	Rapid	Cycling	 		2	years	
7	 											30					Single	 Employed	 					25	 		 Type	II	 	 		5	years	
	 	 	 	 	 	 	 	 	 	 	
2.3.6	Data	Analysis	
The	 audio	 recorded	 interviews	 were	 transcribed	 verbatim	 and	 any	 identifiable	
information	was	anonymised.	Transcripts	were	analysed	using	 IPA	according	to	the	
steps	in	Smith	et	al.	(2009)	(as	shown	in	Appendix	M).	Initial	comments	were	made	on	
the	 transcript	 as	 they	 were	 read	 line	 by	 line.	 These	 were	 reviewed	 and	 grouped	
together	 to	 create	emergent	 themes	 for	 that	 transcript.	 The	emergent	 themes	 for	













































The	 superordinate	 theme	 and	 subordinate	 themes	will	 be	 explored	 in	more	 detail	











































Some	men	 conformed	by	 hiding	 vulnerability	 and	 this	 became	psychologically	 and	
emotionally	 overwhelming.	 The	message	men	 perceived	 as	 given	 to	 them	was	 to	
























the	 masculine	 identity.	 Success,	 achievement	 and	 knowledge	 promoted	 a	 man’s	
strength.	Admitting	to	changes	in	functioning	such	as	being	unsuccessful	at	work,	or	
















“I’d	 attempted,	 er	 attempted	 suicide	 sounds	 quite,	 sounds	 overly	
















mean	 five	 years	 ago	 it	was	 a	 lot	 of	 stigma	 around	 and	 I	was	 really	




























that	 BD	was	 treated	with	 prescribed	medication.	Men	 varied	 in	 their	 openness	 to	
trying	 and	 taking	 medication,	 however	 most	 were	 either	 encouraged	 with	 or	
administered	medication	at	points	throughout	their	lives.	Doubt	ensued	for	most	men	
who	 tried	various	medications	and	 their	 combinations	with	 little	 impact	on	 feeling	
better.	Even	when	a	medication	appeared	to	work	for	a	number	of	years,	this	would	











er	 but	 a	 lovely	 doctor,	 the	 lady,	 she	 kind	 of	 talked	 to	me	 about	 the	
benefits	of	what	it	was	and	so	I	decided	to	trust	her	and	she	obviously	
knows	 more	 about	 it	 than	 I	 do,	 so	 we	 decided	 to	 start	 taking	 the	
medication	which	was	awful	to	be	honest,	I	went	on	to	quetiapine	and	



































particular	 importance	 as	 there	 were	 opportunities	 for	 shared	 understanding	 and	
































acceptable	 to	 be	 open	 with	 other	 people	 about	 having	 BD.	 These	 men	 became	
mentors	within	their	work	places	showing	empathy	and	compassion	to	other	people	
who	were	experiencing	 their	own	 struggles	with	mental	health.	 These	participants	













happens	 the	 better,	 I	 think	 there’s	 probably	 a	 few	 people	 at	 work	
who’ve	gone,	that	don’t	like	it	and	like	yeah	I	did	notice	a	few	people	






was	 one	of	 the	 chairs	 of	 one	of	 the	 corporation	groups	 […]	which	 is	
obviously	a	very	big	important	deal	that	affected	thousands	of	people	
[…]	 I	 don’t	 think	 they	 would	 have	 trusted	 me	 to	 do,	 to	 be	 in	 these	
positions	 if	 you	 know	 if	 I,	 if	 I	 couldn’t	 sort	 of	 be	 trusted	 if	 you	 like	





Other	men	 described	 the	 need	 for	 further	 education	 and	 awareness	 of	 BD	within	

















Some	men	 shifted	 from	 trying	 to	 fix	 themselves	 to	 promoting	 the	 need	 to	 fix	 the	
medical	 understanding.	 The	 diagnosis	was	 shown	 to	 actively	 prevent	 people	 from	














































diagnosis	 and	 living	 with	 BD.	Within	 this	 superordinate	 theme,	 three	 subordinate	
themes	were	identified:	“Take	it	all	on	the	chin	and	suffer	in	silence”,	Struggling	to	find	
a	fix:	Trapped	in	a	medical	understanding	and	“It	wasn’t	just	me	then”.		
“Take	 it	 all	 on	 the	 chin	 and	 suffer	 in	 silence”	 captures	 men’s	 experiences	 of	
withholding	 their	 internal	 emotions	 from	 other	 people	 in	 order	 to	 preserve	male	
societal	expectations.	“Struggling	to	find	a	fix:	Trapped	in	a	medical	understanding”	



























Yousaf,	 Grunfield	 &	 Hunter,	 2015).	 The	 more	 strongly	 men	 endorse	 traditional	
masculinity	norms,	the	less	likely	they	are	to	have	strong	intentions	to	seek	help	as	
their	 attitudes	 towards	 help-seeking	 are	 increasingly	 negative	 (Smith,	 Tran	 &	
Thompson,	2008).	Emotions	of	embarrassment,	fear,	anxiety	and	distress	have	been	
related	to	using	health	care	services,	where	men	have	expressed	feelings	of	weakness	
surrounding	 the	 vulnerable	 position	 of	 asking	 for	 help	 with	 their	 health	 (Yousaf,	
Grunfield	&	Hunter,	2015).	Confiding	in	a	General	Practitioner	(GP)	has	been	avoided	
by	 men	 due	 to	 heightened	 feelings	 of	 vulnerability	 as	 well	 as	 issues	 with	
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communication	(Richardson	&	Raibee,	2001).	Tasks	associated	with	help-seeking,	such	
as	opening	up	and	 relying	on	other	people,	are	 in	 conflict	with	 the	 ideals	of	being	
masculine,	which	involve	self-reliance	and	being	physically	tough	(Addis	&	Mahalik,	
2003).	 In	 contrast	 to	 this,	 however,	 a	 qualitative	 study	 of	men’s	 experiences	with	
depression	 identified	 how	 actively	 seeking	 help	 for	 an	 illness	 that	 made	 men	
vulnerable	in	the	eyes	of	masculine	norms,	enabled	men	to	retain	control,	be	strong	
and	regain	independence	(Hernandez,	Han,	Oliffe	&	Ogrodniczuk,	2014).	Therefore,	
help-seeking	 was	 re-defined	 as	 being	 part	 of	 the	 masculine	 identity	 enabling	
empowerment,	as	opposed	to	being	viewed	as	a	weakness.		
The	 fear	 of	 receiving	 a	 diagnosis	 of	 BD	 for	men	within	 this	 study	was	 due	 to	 the	
perceived	and	actual	losses	it	would	evoke	in	relation	to	their	sense	of	self	and	their	
expectations	 for	 life.	 This	 is	 highlighted	 in	 other	 studies	 focusing	 on	 BD	 where	
struggles	 with	 identity,	 loss	 or	 absence	 of	 self,	 loss	 of	 control	 and	 loss	 within	 an	
individual’s	social	world	have	been	identified	(Russell	&	Moss,	2013).	Further	to	this,	
grief	 can	 be	 experienced	 surrounding	 the	 expectations	 or	 aspirations	 for	 how	 an	
individual’s	life	could	have	been,	and	the	new,	limited	expectations	for	a	future	life	
with	a	 severe	mental	health	diagnosis	 (Inder	et	al.,	 2011).	As	with	 the	men	 in	 this	
study,	stigma	has	been	reported	in	previous	literature	involving	family	members,	close	
friends,	 the	 general	 community	 and	 some	 health	 professionals	 (Proudfoot	 et	 al.,	
2009).	 Stigma	 may	 be	 portrayed	 in	 different	 ways,	 often	 involving:	 negative	
stereotyping,	 labelling,	 distinguishing	 between	 ‘us’	 and	 ‘them’,	 loss	 of	 status,	
discrimination	 and	 inequalities	 (Link	 &	 Phelan,	 2001).	 More	 specifically,	 stigma-
related	treatment	barriers	include	the	impact	on	applying	for	jobs,	being	perceived	as	








This	 highlights	 the	 traditional	 biomedical	 model	 of	 illness	 where	 patients	 are	
predominantly	 given	 medicinal	 treatment	 in	 order	 to	 recover	 from	 a	 biologically	
determined	illness	(Pilgrim,	2008).	Within	this	paradigm,	patients	may	either	recover	
from	 their	 symptoms,	 become	 treatment	 resistant	 or	 be	 non-adherent	 to	 the	
treatment	 regime.	 However,	 not	 all	 men	 within	 this	 study	 found	 that	 medical	
treatment	 enabled	 them	 to	 continue	with	 their	 lives.	With	 varying	 views	 on	what	
recovery	 from	 a	 mental	 health	 illness	 entails	 (Storm	 &	 Edwards,	 2013),	 recovery	
models	emphasise	health,	strengths	and	wellness,	as	opposed	to	focusing	solely	on	
pathology,	 illness	 and	 symptoms,	 which	 are	 predominant	 in	 the	 medical	 model	
(Davidson,	 2005;	 Shepherd,	 Boardman	 &	 Slade,	 2008).	 Davidson	 and	 Roe	 (2007)	
distinguish	between	‘recovery	from’	a	mental	illness	and	‘recovery	in’	mental	illness.	
Recovery	 from	an	 illness	alludes	 to	 the	amelioration	of	 symptoms	to	a	satisfactory	
level	 in	 order	 to	 allow	 daily	 functioning	 within	 personal,	 social	 and	 vocational	
activities.	Recovery	in	an	illness	involves	pursuing	personal	hopes	and	aspirations	with	
dignity	and	 independence,	 in	spite	of	ongoing	 illness	and	the	possibility	of	 relapse.	

















(Inder	et	al.,	2011),	 staying	well	 strategies	 involving	education,	 recognising	 triggers	
and	early	warning	signs	(Russell	&	Browne,	2005),	and	self-care	strategies	including	
relaxation	 and	 setting	 limits	 (Veseth	 et	 al.,	 2014)	 have	 been	 highlighted	 as	 useful	
strategies	 for	 recovery	 for	people	with	BD.	The	self-management	of	chronic	health	
conditions	involves	increasing	knowledge,	understanding	of	and	further	information	
about	an	illness	(Gray,	2004)	in	order	to	promote	choices,	agency	and	autonomy	(Borg	
and	 Davidson,	 2008;	 Davidson,	 2003).	 Traditional	 medical	 approaches	 in	 which	 a	
patient	 is	 prescribed	 medication	 from	 a	 doctor	 and	 expected	 to	 attend	 clinic	











Bipolar	 Disorder	 (Moncreiff,	 1997).	 The	 historical	 influence	 of	 the	 pharmaceutical	
industry	in	promoting	a	bio-medical	approach	to	mental	distress,	has	fuelled	the	way	





There	 are	 a	 number	 of	 implications	 for	 health	 care	 services	 and	 individual	
professionals	to	consider.	Firstly,	it	is	important	to	consider	the	engagement	of	males	










models	 of	 recovery	 which	 not	 only	 incorporate	 patient	 participation,	 patient-
centeredness	and	shared-decision	making	within	treatment	decisions,	but	also	attend	
to	a	person’s	needs,	strengths,	hopes,	relationships	and	social	integration	within	the	
community,	 as	 suggested	 by	 Storm	 and	 Edwards	 (2013),	 are	 needed.	 Psychiatric	
treatments,	medication	 side	 effects	 and	 other	 interventions	 should	 be	 considered	












II	 Disorder	 to	 ensure	 an	 adequate	 sample	 size,	 however	 this	 has	 meant	 that	 the	
sample	was	not	as	homogenous	as	it	could	have	been.	Further	research	could	allow	
for	a	more	homogenous	sample	by	focusing	on	either	Bipolar	I	Disorder	or	Bipolar	II	
































The	 struggles	men	 encountered	 internally	 and	 externally	 in	 relation	 to	 the	 stigma	
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Chew	 &	 Leow,	 2015),	 the	 model	 of	 reflection	 proposed	 by	 Schon	 (1983)	 may	 be	
utilised	 in	 order	 to	 incorporate	 reflection	 in	 the	 moment	 as	 well	 as	 reflection	
retrospectively.	 Within	 this	 model,	 reflection	 involves	 identifying	 emotions	 and	
cognitions	 in	 the	moment,	 in	 order	 to	 identify	 what	 to	 do	 next	 and	 also	 involves	




















feeling	of	 vulnerability	 is	 evoked	and	people	 seek	out	 someone	who	 is	 strong	and	
protective	in	order	to	survive	(Howe,	2011).	Attachment	or	care	seeking	behaviours	






The	 foundations	 of	 ACT	 are	 based	 on	 relational	 frame	 theory	 and	 functional	
contextualism,	 where	 events	 are	 understood	 in	 a	 particular	 context	 due	 to	 the	
meanings	that	are	ascribed	to	them	(Harris,	2009).	ACT	focuses	on	how	people	can	





observing	 self,	 cognitive	 defusion,	 experiential	 acceptance	 and	 contact	 with	 the	
present	moment.	 These	 are	 linked	 together	 through	 the	 concept	 of	 psychological	
flexibility.	 This	 involves	 the	 ability	 to	 live	 in	 the	 present	 moment,	 be	 open	 to	
experiences	and	do	what	matters	by	basing	actions	on	values.	It	is	assumed	within	ACT	
that	people	can	still	find	meaning	and	purpose	in	life	despite	their	pain	and	suffering.	











Deciding	 on	 a	 topic	 for	my	 research	 proposal	was	 a	 difficult	 task	 as	 there	were	 a	
number	of	areas	I	was	interested	in.	Prior	to	Clinical	Psychology	training	I	had	worked	
as	 an	Assistant	 Psychologist	 and	within	 this	 role,	 co-facilitated	 an	 information	 and	
support	 group	 for	 people	 with	 Bipolar	 Disorder	 (BD).	 This	 experience	 fuelled	 my	
interest	in	considering	the	role	and	impact	of	a	diagnosis,	the	influence	of	life	events	
and	where	 I	 learnt	 about	 the	 importance	 of	 the	 service	 user	 voice	within	 patient-
centred	care	(DCP,	2010).	I	had	been	emotionally	touched	by	some	of	the	stories	I	had	
heard	 from	 individuals	 within	 the	 group	 about	 their	 experiences	 of	 receiving	 a	
diagnosis	 and	 their	 subsequent	 difficulties	 with	 treatment	 and	 support.	 With	 a	










the	 lived	 experiences	 of	 service	 users.	 Through	 further	 discussion	 and	 clarification	















about	 their	 experiences	within	 their	 interviews	 and	 how	 they	 had	 overcome	 such	
struggles	 and	 difficulties.	 I	 was	 aware	 of	 the	 emotions	 accompanying	 men’s	
experiences	and	how	at	times	this	pulled	me	into	my	role	of	practitioner.	I	wanted	to	
offer	care,	support	and	protection,	especially	when	some	men	appeared	so	hopeless	












distance	 from	 this	 experience,	 it	 has	 allowed	 me	 to	 understand	 the	 differences	
between	 my	 role	 as	 a	 researcher	 and	 my	 role	 as	 a	 practitioner.	 In	 my	 role	 as	





receiving	 a	 diagnosis	 had	 changed	 men’s	 lives.	 Men	 described	 experiences	 of	





stage	of	 life.	At	 these	 times	 I	used	written	 reflections	 to	 think	about	how	my	own	





Three	areas	 that	were	particularly	prominent	 from	the	 themes	 that	emerged	were	
stigma,	 treatment	 expectations	 and	 the	 power	 dynamics	 that	men	 experienced	 in	
relation	 to	 healthcare	 professionals.	 I	 was	 struck	 by	 the	 vulnerability,	 shame	 and	
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weakness	men	 felt	when	opening	up	 and	 admitting	 that	 they	were	 struggling.	My	
curiosity	 ensued	 as	 I	 considered	whether	men	were	 able	 to	 open	 up	more	 in	my	
interviews	 as	 they	 felt	 less	 threatened	 by	 my	 position	 of	 researcher	 rather	 than	
clinician.	 I	 wondered	 whether	 the	 interaction	 in	 the	 interviews	 could	 have	 been	
influenced	by	my	gender,	age	and	status	of	being	‘in	training’	rather	than	a	qualified	









physical	 health	 service	 in	 the	 speciality	 of	 oncology	 and	 palliative	 care,	 therefore	
working	with	people	adjusting	to	terminal	diagnoses.	For	most	of	my	patients	there	
was	no	curative	treatment	options	left.	Even	though	the	men	within	my	research	study	
had	 treatment	 options	 available,	 it	 appeared	 that	 medication	 did	 not	 fix	 their	
difficulties	and	their	expectations	were	 left	shattered.	There	were	stark	similarities	














more	 straight	 forward	 than	my	empirical	 paper.	 I	was	 able	 to	obtain	 a	position	of	
observer	and	objectively	synthesise	the	results	from	the	research	papers	into	themes,	
without	getting	too	drawn	into	the	emotion.	I	was	less	connected	to	the	individuals	









Personally,	 the	 hardest	 part	 of	 this	 research	 process	 was	 attempting	 to	 write	 the	
research	papers.	I	could	fully	empathise	with	men’s	experiences	of	being	stuck.	Like	






































unable	 to	 take	 a	 step	 back	 and	 consider	 alternative	ways	 to	 reconnect	with	 their	
values	in	order	to	move	forward	with	their	lives.	When	they	were	able	to	open	up	and	
experience	the	pain	of	their	diagnosis	then	this	led	them	to	find	ways	to	connect	with	
their	 values.	 Further	 to	 this,	 participants	 created	 meaningful	 lives	 based	 on	 their	
values	which	enabled	them	to	move	forward.	
	





to	consider	my	own	values	and	opinions	on	how	 I	have	a	passion	 to	 try	and	make	
services	 more	 accessible	 for	 the	 individuals	 engaging	 in	 them.	 The	 importance	 of	
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of	 a	 diagnosis	 and/	 or	 treatment	 need	 to	 be	 explicitly	 addressed	 through	




When	 I	have	worked	with	 terminal	diagnoses	however,	 the	emphasis	has	been	on	
acceptance	and	empathy,	therefore	I	could	expand	this	out	to	other	diagnoses	too.	
Further	 to	 this,	 I	 will	 carefully	 consider	 the	 way	 in	 which	 a	 diagnosis	 may	 be	
experienced	by	individuals	who	I	am	working	with	in	order	to	take	into	consideration	
the	 impact	 on	 their	 quality	 of	 life.	 This	 would	 also	 be	 relevant	 when	 considering	
formulations	 involving	partners	or	family	members	too.	My	literature	review	paper	








men	 would	 prefer	 a	 female	 or	 male	 practitioner,	 being	 able	 to	 have	 a	 choice	 of	
		 127	
therapist	or	 at	 least	 acknowledging	 the	difficulties	men	may	experience	 in	 seeking	










were	 to	do	 further	 research	 in	 the	 future,	 I	would	consider	 the	project	as	a	whole	
rather	 than	 individual	 papers.	 I	 think	 this	would	help	with	 the	 continuity	 between	
papers.	 If	 I	were	 to	 conduct	 interviews	again	 then	 I	would	 try	 to	 keep	more	of	 an	













literature	 review	 and	 empirical	 papers.	 Areas	 for	 future	 consideration	 have	 been	
identified	in	order	to	develop	further	both	personally	and	professionally	in	the	role	of	
a	Clinical	Psychologist,	taking	on	board	aspects	of	both	researcher	and	practitioner.	
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